SUMMARY The problem of trachoma in Burma is presented. For its major sight-threatening complication of trichiasis a surgical procedure is described which is simple, effective, economical, and without any cosmetic blemish.
trichiasis of our third degree grading the success rate is 95%.
Trachoma is prevalent in Burma and is known to have existed as early as AD 800-1200. It is a disease of the central dry zone, and the mere presence of trachomatous 'sleepy eye' is enough to identify the person as a native of that area. The incidence is high (Wilcocks, 1944 (Wilcocks, , 1949 (Ko Lay et al., 1976) .
During the natural course of the disease the palpebral conjunctiva is severely scarred owing to the replacement of trachoma follicles by fibrous tissue. The tarsal plates, which in the initial phase show a cellular infiltration are later deformed and thickened. These 2 mechanisms lead to entropion and/or trichiasis.
There are 4 main divisions of the work of the campaign: (1) Finding and registering the trachoma patients; (2) treatment of the disease itself; (3) treatment of the complications, for example surgical repair for trichiasis; (4) health education. This paper is concerned with the third of these. The incision. The free border is split into skin 113 placed horizontally between the 2 arms of the sutures and properly tied (Figs. 3a, 3b, 3c (Figs. la and  lb) . The dissection is carried upward carefully and precisely for 2 or 3 mm to obtain good separation. The depth of the incision is of critical importance, because too superficial an incision fails to achieve the desired amount of elevation of the lashes, while an unnecessarily deep incision causes haemorrhage, formation of excess granulation tissues, and cosmetic blemish.
The sutures. One arm of a double-armed suture is passed through the conjunctiva of the upper fornix just above the tarsal plate, emerging on the skin surface at a point 6 mm from the margin of the lid. The second suture enters the conjunctiva in close proximity to the first one, but the needle is then passed anteriorly to the tarsal plate to emerge on the skin surface at a point 1 mm from the lid margin. Usually 3 sutures are placed equidistant from one another (Figs. 2a and 2b) 
